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Background 
The Health and Social Care Act (2012) made large-scale structural reforms to health and 
care systems in England (Secretary of State for Health 2012, Department of Health 2012a, 
2012b, Local Government Information Unit 2012).  It also had profound implications for the 
ways in which the public health function is delivered.  In April 2013, local government 
councils became responsible for key public health staff and functions that had previously sat 
with the National Health Service (NHS), and a national public health agency (Public Health 
England, PHE) was established to provide national leadership and co-ordination (DH 2011). 
Prior to 2013, local Primary Care Trusts (PCTs) were responsible for planning and purchasing 
most health services, including for public health. Within these trusts, public health 
specialists had a leading role in developing strategies, and purchasing or providing services 
for meeting local health needs. They provided specialist and clinical public health advice to 
the trusts, and they sat on the executive board and senior management team, where 
decisions about services and expenditure were made within a relatively simple legislative 
and governance framework (Marks et al 2010, Marks et al 2011).  Whilst many authors (e.g. 
Hunter et al 2010) have noted that there was often a problematic relationship between the 
health sector and local government, there was in many cases close working between PCTs 
and councils, including joint director of public health posts in some areas (Hunter 2008).  
>ŽĐĂůĐŽƵŶĐŝůƐƉƌŽǀŝĚĞĂǁŝĚĞƌĂŶŐĞŽĨƐĞƌǀŝĐĞƐ ?ŝŶĐůƵĚŝŶŐƐŽĐŝĂůĐĂƌĞ ?ĐŚŝůĚƌĞŶ ?ƐƐĞƌǀŝĐĞƐ ?
housing, leisure, parks, planning, and so on.  The structure of local government in England is 
complex: there are 125 unitary councils that provide the full range of services, and there are 
27 areas where the services are split between upper-tier county councils (taking 
responsibility for social care, education, transportation and strategic planning), and smaller 
district councils (covering e.g. housing, leisure, environmental health and planning).  All of 
these councils are run by elected councillors, usually affiliated to a political party, who 
represent and engage their local population, make key decisions, contribute to 
policy/strategy review and development, and conduct overview and scrutiny roles.  Whilst 
local government is governed by a complex web of legislation and statutory powers and 
responsibilities (Gains 2004), councils have the same broad powers as an individual to do 
anything unless it is prohibited by statute.  Local government has been described as a 
 ?ŶĞƚǁŽƌŬĞĚƉŽůŝƚǇ ? ?ĂĚŽƉƚŝŶŐƉĂƌƚŶĞƌƐŚŝƉĂŶĚŶĞǁĨŽƌŵƐŽĨĂĐĐŽƵŶƚĂďŝůŝƚǇĂƚĂůŽĐĂůůĞǀĞů
(Rhodes 1997, Durose 2009, Skelcher 2000, Sullivan 2007).  All councils work with a wide 
range of local partners, and have much freedom to innovate.  
Prior to the reform the Government argued that the public health system was too 
fragmented and structurally inefficient, leading to poor health outcomes [DH 2010, DH 
2012].  Crucially, it argued that there was an insufficient focus on the root causes of ill 
health, and pointed to a lack of accountability with regards to outcomes.  Therefore, in its 
latest reforms, the Department of Health in England wanted to increase the emphasis on 
health improvement, and to create a more joined-up system that would have a greater 
impact on the wider determinants of health at local level. Given this, the shift of public 
health functions into local government made inherent sense.  It stood to create 
opportunities for public health staff to work across a wider front, for example with those 
locally responsible for leisure, planning and environmental health (Stopforth 2014, Royal 
Society for Public Health 2015, Association of Directors of Public Health 2015).  It was also a 
move that chimed with national and international research and policy that continued to 
emphasise environmental and economic determinants of health (Baum 2008, Marmot 2010, 
Campbell 2012). However, the shift also raises a number of complex organisational and 
governance issues.  
The optimal location of the public health function is a perennial and unanswered question 
within the evolution of public health policy and practice in England (Hunter et al 2010). The 
changes and developments over the years have invariably reflected the shifting policy 
emphases on individual versus collective approaches to public health.  There are tensions 
around how public health should be defined - for instance, whether it is a medical speciality, 
a multi-disciplinary ƐƉĞĐŝĂůŝƚǇ ?Žƌ ?ĞǀĞƌǇďŽĚǇ ?ƐďƵƐŝŶĞƐƐ ? (Griffiths et al 2005) - as well as 
between a public health function that focuses on prevention and one that is involved in 
planning and managing health provision for existing health problems (Berridge 2000). 
Hunter et al (2010) noted the varied and ongoing power struggles and turf wars that have 
been a feature of the public health function since the 1970s. This is not a situation unique to 
England. An Institute of Medicine report (2002) noted that there is so little evidence 
concerning the optimal structure and operation of public health delivery systems that policy 
makers and local decision-makers have little they can use when structurally (re-) organising 
their public health systems. 
A wide range of concerns were expressed prior to and during the reforms to the public 
health system in England. These included issues raised by expert witnesses to the Local 
Government and Communities Committee of the House of Commons in 2012 about 
structural capacity, autonomy of public health specialists, and resources (Riches et al 2015) 
and those raised in a survey by the Faculty of Public Health of its membership in 2014 about 
professional status, infrastructure and resourcing (Lambert and Snowden 2016).  These and 
other concerns, alongside the anticipated opportunities afforded by the reforms, were the 
basis for a three-year research project that examined the impact of structural reforms on 
the functioning of the public health system in England.  This paper  presents findings from 
that ƐƚƵĚǇ ?/ƚĨŽĐƵƐĞƐŽŶƚŚĞ'ŽǀĞƌŶŵĞŶƚ ?ƐĂŵďŝƚŝŽŶƚŽĐƌĞĂƚĞĂŵŽƌĞũŽŝŶĞĚƵƉ ?
accountable and effective public health system by moving the public health function from 
the NHS to local government. Therefore, it describes the organisational, functional and 
managerial arrangements the public health teams adopted, and discusses the extent to 
which public health leaders felt they had become embedded within their council. It also 
explores the extent to which public health leaders felt enabled, through the new 
arrangements, to deliver improvements in local health.    
Methods  
The study commenced in April 2013 and involved an initial scoping review (Gadsby et al 2014) 
which provided a framework and thematic focus, detailed case study research in five areas 
(from March 2014 to September 2015), and two national surveys (2014 and 2015) of public 
health directors and elected councillors with responsibility for leading on health in the 152 
upper-tier and unitary local councils in England.   
 
The case study design provided a methodological framework that supported the analysis of a 
range of data to investigate the complexity of public health system elements across multiple 
contexts. By focusing on five case studies, the research could explore in-depth the answer to 
ĂƌĂŶŐĞŽĨĐŽŵƉůĞǆ ?ŚŽǁ ?ĂŶĚ ?ǁŚǇ ?ƚǇƉĞƋƵĞƐƚŝŽŶƐ ?ƚĂŬŝŶŐŝŶƚŽĐŽŶƐŝĚĞƌĂƚŝŽŶƚŚĞŝŶƚĞƌƉůĂǇ
with local contextual conditions.  This approach was ideal for examining the processes of the 
transfer and embedding of the public health function as they unfolded, in a structured way, 
and in relation to the core themes identified in the scoping review.  It also afforded an 
examination of multiple perspectives and inter- and intra-organisational relationships. 
 Each of our five cases was what might be defined as a local public health system, which 
centred on the main upper-tier or unitary council, and encompassed the NHS bodies and 
other councils (lower-tier or neighbouring) with which it had close connections and/or sharing 
arrangements.  The cases (described in table 1) were selected to be representative of a range 
of characteristics (including council type, size, urban or rural location, varied socio-
demographic and economic circumstances and different political control) but were not 
selected as being representative of local authorities generally. The selection criteria were 
designed to ensure that the sample included a broad range of different types of authority.  
Given the range of different criteria for site selection it was not envisaged that the findings of 
sites would be compared but rather that different sites would provide rich pictures of how 
public health was developing across local government in England. Across the five cases, we 
undertook 103 semi-structured interviews (see table 1), with: 36 council public health staff; 
18 elected members; 25 council non-public health staff; 13 provider organisation staff; 6 CCG 
staff and 3 other respondents at regional levels.  Fifteen meetings were observed and 
documentary evidence was collated to enrich our understanding of the case studies.  A further 
five interviews were conducted with key informants outside of the case studies, particularly 
to explore national and regional level issues and relationships with/within PHE.  
 
Table 1: Case study sites here 
 
The surveys of 152 councils were carried out in July 2014 and September 2015 - 15 and 29 
months after they were officially given responsibilities for public health.  The survey methods 
and detailed analysis of the first round of surveys have been described more fully elsewhere 
(Jenkins et al 2015a).  They were focused on the organisation and management of public 
health teams both within and between councils, lines of communication, budgetary 
responsibility and managerial accountability, and how well the public health team was 
functioning and having influence across the council.  They also asked about wider 
relationships for example with Public Health England (PHE), Health & Wellbeing Boards 
(HWBs) and Clinical Commissioning Groups (CCGs).   
 
Directors of public health (DsPH) and elected members with lead responsibility for health 
(EMsPH) were asked to respond to slightly different on-line surveys at two time-points so that 
two different perspectives could be explored over a period of time.  In the first round, we had 
replies from DsPH in 96 councils (63%), and from EMsPH in 54 councils (36%).  This level of 
response was nearly as high as that obtained by the Association of Directors of Public Health 
and considerably higher than other contemporaneous research (ADPH 2015, ADPH 2016, 
Davies et al 2016).  The second round achieved a similar level of response from elected 
members (48 replies, 32% of councils) but a lower response from DsPH (74 replies, 49% of 
councils).  The latter calculation does not take into account the fact that some councils shared 
a DPH or had no one in post.   
 
The surveys were completed satisfactorily both in terms of replying to all the questions and 
writing in additional comments to elaborate on a ticked box response.  In all the surveys, there 
was a good representation of English regions, types of authority, political party in power, 
population size and public health budget per head of population.  This was particularly true 
for the 59 authorities where there were replies to the DPH survey in both years, enabling us 
to track change over time.  It was concluded that the survey responses were sufficiently 
numerous and representative of all England authorities to provide robust and reliable 
information. 
 
&ŝŶĚŝŶŐƐ 
dŚĞŽƌŐĂŶŝƐĂƚŝŽŶŽĨƉƵďůŝĐŚĞĂůƚŚƚĞĂŵƐ 
>ŽĐĂůĐŽƵŶĐŝůƐǁĞƌĞŐŝǀĞŶƚŚĞĨƌĞĞĚŽŵƚŽŽƌŐĂŶŝƐĞƚŚĞŝƌŝŶĐŽŵŝŶŐƉƵďůŝĐŚĞĂůƚŚƚĞĂŵƐŝŶĂŶǇ
ŶƵŵďĞƌ ŽĨ ǁĂǇƐ ?  dŚŝƐ ƌĂŝƐĞĚ ĐŽŶĐĞƌŶƐ ĨƌŽŵ ƐŽŵĞ ĐŽŵŵĞŶƚĂƚŽƌƐ ĂďŽƵƚ ƚŚĞ ĐĂƉĂĐŝƚǇ ĂŶĚ
ĂƵƚŽŶŽŵǇŽĨƐW,ǁŝƚŚŝŶ ůŽĐĂů ďƵƌĞĂƵĐƌĂĐŝĞƐ ƚŚĂƚŵŝŐŚƚ ŵĂŬĞ ƚŚĞŵ ƐƵďŽƌĚŝŶĂƚĞ ƚŽ ŽƚŚĞƌ
ŽĨĨŝĐŝĂůƐ ?,ŽƵƐĞŽĨŽŵŵŽŶƐ,ĞĂůƚŚŽŵŵŝƚƚĞĞ ? ? ? ? ? ?KƵƌƌĞƐĞĂƌĐŚ ?ůŝŬĞŽƚŚĞƌƐ ?, ? ? ? ?Ă ?
 ? ? ? ?ď ? ?ĨŽƵŶĚĐŽŶƐŝĚĞƌĂďůĞǀĂƌŝĂƚŝŽŶĂĐƌŽƐƐƚŚĞĐŽƵŶƚƌǇǁŝƚŚƌĞŐĂƌĚƐƚŽƚŚĞ ?ůŽĐĂƚŝŽŶ ?ŽĨƚŚĞ
ƉƵďůŝĐŚĞĂůƚŚƚĞĂŵĂŶĚŝƚƐĚŝƌĞĐƚŽƌǁŝƚŚŝŶƚŚĞƐƚƌƵĐƚƵƌĞĂŶĚŚŝĞƌĂƌĐŚǇŽĨƚŚĞĐŽƵŶĐŝů ?tŝƚŚŝŶ
ĐŽƵŶĐŝůƐ ?ƐW,ƐŝƚĂůŽŶŐƐŝĚĞ ?ŽƌƐŽŵĞƚŝŵĞƐƵŶĚĞƌ ?ŽƚŚĞƌĚŝƌĞĐƚŽƌƐǁŚŽĂƌĞŽĨƚĞŶƉƌĞƐŝĚŝŶŐŽǀĞƌ
ĚŝƌĞĐƚŽƌĂƚĞƐ ƚŚĂƚ ĂƌĞ ĨĂƌ ŵŽƌĞ ƐŝŐŶŝĨŝĐĂŶƚ ŝŶ ƚĞƌŵƐ ŽĨ ƐƚĂĨĨŝŶŐ ĂŶĚ ďƵĚŐĞƚ ? ůƐŽ ? ĞůĞĐƚĞĚ
ŵĞŵďĞƌƐ ŝŶ ĐŽƵŶĐŝůƐ ŚĂǀĞ ĂŶ ŝŵƉŽƌƚĂŶƚ ƉŽůŝƚŝĐĂů ĂŶĚ ĐŽƌƉŽƌĂƚĞ ůĞĂĚĞƌƐŚŝƉ ƌŽůĞ ĂĐƌŽƐƐ ƚŚĞ
ƐǇƐƚĞŵ ?dŚĞƐƚƌĞŶŐƚŚĂŶĚƉŽƐŝƚŝŽŶŽĨƚŚĞƉƵďůŝĐŚĞĂůƚŚƚĞĂŵ ?ĂŶĚƚŚĞŝƌƐŬŝůůƐŝŶǁŽƌŬŝŶŐǁŝƚŚ
ĞůĞĐƚĞĚŵĞŵďĞƌƐĂƌĞ ?ƚŚĞƌĞĨŽƌĞ ?ǀĞƌǇŝŵƉŽƌƚĂŶƚ ? 
ƐƐŚŽǁŶŝŶĨŝŐƵƌĞ  ? ?ĂƉƉƌŽǆŝŵĂƚĞůǇŚĂůĨŽĨW,ƐƵƌǀĞǇƌĞƐƉŽŶĚĞŶƚƐ ŝŶ  ? ? ? ?ƌĞƉŽƌƚĞĚƚŚĂƚ
ƚŚĞŝƌƚĞĂŵǁĂƐĂƐĞĐƚŝŽŶŽĨĂŶŽƚŚĞƌĚŝƌĞĐƚŽƌĂƚĞ ?dŚĞŶĞǆƚŵŽƐƚĐŽŵŵŽŶĂƌƌĂŶŐĞŵĞŶƚǁĂƐĨŽƌ
ƚŚĞƚĞĂŵƚŽďĞĂĚŝƐƚŝŶĐƚƉƵďůŝĐŚĞĂůƚŚĚŝƌĞĐƚŽƌĂƚĞǁŝƚŚŝŶƚŚĞĐŽƵŶĐŝů  ?  ? ?A? ŝŶ  ? ? ? ?  ?ŶA? ? ? ?
ĐŽŵƉĂƌĞĚƚŽ ? ?A?ŝŶ ? ? ? ? ?ŶA? ? ? ? ?^ŽŵĞƚĞĂŵƐ ? ?A?ŶA? ?ŝŶ ? ?  ? ?ĐŽŵƉĂƌĞĚƚŽ ?A?ŶA? ?ŝŶ ? ? ? ? ?
ǁĞƌĞĚŝƐƚƌŝďƵƚĞĚĂĐƌŽƐƐĚŝƌĞĐƚŽƌĂƚĞƐŽƌĨƵŶĐƚŝŽŶƐ ?ŽƌĂĐƌŽƐƐŵƵůƚŝƉůĞĐŽƵŶĐŝůƐ ?dŚĞŶƵŵďĞƌŽĨ
ĐŽƵŶĐŝůƐ ĂĚŽƉƚŝŶŐ Ă ŵĞƌŐĞĚ ŵŽĚĞů ŝŶ ǁŚŝĐŚ ƉƵďůŝĐ ŚĞĂůƚŚ ĂŶĚĂŶŽƚŚĞƌ ĐŽƵŶĐŝů ĚŝƌĞĐƚŽƌĂƚĞ
ǁĞƌĞĐŽŵďŝŶĞĚŚĂĚŝŶĐƌĞĂƐĞĚĨƌŽŵ ?A? ?ŶA? ? ŝŶ ? ? ? ?ƚŽ ? ?A? ?ŶA? ? ?ŝŶ ? ? ? ? ?KƵƌĐĂƐĞƐƚƵĚǇ
ĨŝŶĚŝŶŐƐ ƐƵŐŐĞƐƚĞĚ ƚŚĂƚ ƚŚĞŽƌŐĂŶŝƐĂƚŝŽŶŽĨƉƵďůŝĐŚĞĂůƚŚ ƚĞĂŵƐǁĂƐ ĨĂƌ ĨƌŽŵƐĞƚƚůĞĚ ?ǁŝƚŚ
ŵĂŶǇ ŽŶŐŽŝŶŐ ĐŚĂŶŐĞƐ ĂŶĚ ƌĞƐƚƌƵĐƚƵƌĞƐ ? dŚĞƌĞ ǁĞƌĞ ŶŽ ĐůĞĂƌ ƚǇƉĞƐ Žƌ ŵŽĚĞůƐ ŽĨ
ĂƌƌĂŶŐĞŵĞŶƚƐƚŚĂƚĞŵĞƌŐĞĚĨƌŽŵƚŚĞĚĂƚĂ ? 
&ŝŐƵƌĞ ?ŚĞƌĞ 
ĞŚŝŶĚƚŚŝƐĂƉƉĂƌĞŶƚƉŝĐƚƵƌĞŽĨƐƚĂďŝůŝƚǇƌĞŐĂƌĚŝŶŐǁŚĞƌĞƉƵďůŝĐŚĞĂůƚŚƚĞĂŵƐǁĞƌĞůŽĐĂƚĞĚ
ǁŝƚŚŝŶ ƚŚĞŝƌ ĂƵƚŚŽƌŝƚǇ ? ŽƵƌ ƐƵƌǀĞǇƐ ƌĞǀĞĂůĞĚ Ă ŵƵĐŚŚŝŐŚĞƌ ůĞǀĞů ŽĨ ĐŚĂŶŐĞ ĨŽƌ ŝŶĚŝǀŝĚƵĂů
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ƐĞĐŽŶĚƐƵƌǀĞǇ ?dŚŝƐŝŶĐůƵĚĞĚƉƵďůŝĐŚĞĂůƚŚƚĞĂŵƐǁŚŽŚĂĚďĞĞŶŝŶĂĚŝƐƚŝŶĐƚĚŝƌĞĐƚŽƌĂƚĞŝŶ
 ? ? ? ?ďƵƚǁĞƌĞŶŽůŽŶŐĞƌŝŶ ? ? ? ? ?ƚŚŝƐǁĂƐƚŚĞĐĂƐĞĨŽƌ ? ƵƚŽĨ ? ? ?Žƌ ? ?A? ? ?ĂŶĚƚĞĂŵƐǁŚŽ
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 ? ? ? ? ? ? ?ŽƵƚŽĨ ? ? ? ? ?A? ? ? 
 
ĐĐŽƵŶƚĂďŝůŝƚǇ 
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 ? ? ? ? ? ? ?A? ?ŶA? ? ? ?ŽĨƐW,ƌĞƉŽƌƚĞĚďĞŝŶŐŵĂŶĂŐĞĚďǇƚŚĞĐŚŝĞĨĞǆĞĐƵƚŝǀĞ WĂƐůŝŐŚƚŝŶĐƌĞĂƐĞ
ĨƌŽŵ ? ?A? ?ŶA? ? ? ?ŝŶ ? ? ? ? ?ďƵƚƚŚŝƐǁĂƐŵŽƐƚ ůŝŬĞůǇƚ ďĞƚŚĞĐĂƐĞǁŚĞƌĞƉƵďůŝĐŚĞĂůƚŚǁĂƐĂ
ĚŝƐƚŝŶĐƚĚŝƌĞĐƚŽƌĂƚĞ ? ? ?A?ŶA? ? ?ŝŶ ? ? ? ?ĂŶĚ ? ?A?ŶA? ? ?ŝŶ ? ? ĂŶĚůĞĂƐƚůŝŬĞůǇǁŚĞƌĞƉƵďůŝĐ
ŚĞĂůƚŚ ǁĂƐ Ă ƐĞĐƚŝŽŶ ŽĨĂŶŽƚŚĞƌĚŝƌĞĐƚŽƌĂƚĞ  ? ? ?A? ŶA? ? ŝŶ   ? ? ? ?  ? ?A? ŶA? ? ŝŶ  ? ? ? ? ? ?  KƚŚĞƌƐ
ƚĞŶĚĞĚƚŽďĞĂĐĐŽƵŶƚĂďůĞƚŽǁŚŽĞǀĞƌǁĂƐůĞĂĚŝŶŐƚŚĞĚŝƌĞĐƚŽƌĂƚĞŝŶǁŚŝĐŚƉƵďůŝĐŚĞĂůƚŚǁĂƐ
ůŽĐĂƚĞĚ ?:ƵƐƚŽǀĞƌŚĂůĨƚŚĞƉƌŽĨĞƐƐŝŽŶĂůƉƵďůŝĐŚĞĂůƚŚůĞĂĚƐ ? ? ?A?ŶA? ? ?ŝŶ ? ? ? ? ?ǁĞƌĞŽŶƚŚĞŝƌ
ĐŽƵŶĐŝůƐ ?ŵŽƐƚƐĞŶŝŽƌŵĂŶĂŐĞŵĞŶƚƚĞĂŵ ?Where public health staff were distributed across 
the organisation it was described by one council based Public Health consultant as a threat to 
maintaining  ? ?ƉƌŽĨĞƐƐŝŽŶĂůĐƵůƚƵƌĞĂŶĚƐŬŝůůƐ ? with other interviewees noting a possible clash 
between professional values and organisational values.  For example, a local government 
policy officer in one case study noted that there was  ? ?ĂŐĞŶƵŝŶĞƚĞŶƐŝŽŶĨŽƌƐŽŵĞŽĨƚŚĞ
ƉĞŽƉůĞǁŚŽ ?ǀĞĐŽŵĞŽǀĞƌĨƌŽŵƉƵďůŝĐŚĞĂůƚŚ ?ŝƐƚŚĞŝƌƵůƚŝŵĂƚĞƌĞƐƉŽŶƐŝďŝůŝƚǇƚo their profession 
or is it to their organisation? ? 
An important change for public health staff within their new setting was their relationship 
with elected members who, in councils, are the key decision makers.  Decision-making 
processes usually involve close working with the lead elected member, a number of 
committees, sub-committees, and cross-departmental groups, and various consultations 
both with councillors and the public. Public health staff interviewed as part of our case study 
research reported that whilst these processes were lengthy, onerous, and difficult to adjust 
to, they had clear value in terms of the scrutiny they bring.  A programme manager for 
childhood obesity in one of our sites commented that:  
 ?ŝƚ ?ƐĂĐƚƵĂůůǇĂǀĞƌǇƌŽďƵƐƚƉƌŽĐĞƐƐĂŶĚĞǆƉůĂŝŶƐǁĞůůŚŽǁǁĞĂƌĞŐŽŝŶŐƚŽƐƉĞŶĚƉƵďůŝĐ
funds, because you are justifying your business needs and getting feedback to see if 
ŝƚ ?ƐƚŚĞƌŝŐŚƚƚŚŝŶŐƚŽŝŶǀĞƐƚŝŶ ?ǇŽƵ ?ǀĞŐŽƚĐŚĂŶĐĞƐĨŽƌƉĞĞƌƌĞǀŝĞǁ ?ĂŶĚǇŽƵĐĂŶŐĞƚĂŶ
understanding from your colleagues about where they think would be a better area to 
focus on.  YŽƵŚĂǀĞƚŽŐĞƚůĞŐĂůĐůĞĂƌĂŶĐĞ ?ĨŝŶĂŶĐŝĂůĐůĞĂƌĂŶĐĞ ?ƐŽŝƚ ?Ɛall formally done, 
and then it goes to the decision makers. So by the time it gets to the cabinet it has been 
through all of that ?. 
Relationships between public health officers and elected members are an important aspect 
of building a more accountable, joined-up and effective system. Our findings overall 
suggested that relationships were good and valued by both parties.  In most of our case 
studies, the elected members were positive about and interested in public health, and had 
often played an important role in cross-directorate working and in helping the public health 
team to become embedded within the council.  In one of our sites the cabinet member with 
the health portfolio explained, in June 2014, that she  
 “was very keen and asked them [public health] to put together the programme for how 
ǁĞĞŶŐĂŐĞĚĂůůƚŚĞŽƚŚĞƌĚĞƉĂƌƚŵĞŶƚƐǁŝƚŚŝŶƚŚĞĐŽƵŶĐŝůĂŶĚ ? ? ?ǁŚŝĐŚƚŚĞǇ ?ǀĞĚŽŶĞ ?
and that wiůůďĞĂƉƌŽŐƌĂŵŵĞƚŚĂƚƐƚĂƌƚƐǀĞƌǇƐŽŽŶ ? ? 
In general, public health staff felt their work was valued by the council and elected members, 
and councillors also talked about their public health teams in a positive way.  In the 2015 
survey, 52% of DsPH (n=38) and 61% of EMsPH (n=23 ?ĨĞůƚƚŚĂƚƚŚĞƚĞĂŵƐǁĞƌĞ ?ĚĞĨŝŶŝƚĞůǇ ?
valued across the council, citing a variety of enablers for this such as strong leadership and 
quality of their work.  This view is reflected in the following quote from a county councillor: 
 ?/ ?ŵŝŵƉƌĞƐƐĞĚǁŝƚŚƉƵďůŝĐŚĞĂůƚŚ ?ƚŚĞǇ ?ƌĞǁŽƌŬŝŶŐǀĞƌǇŚĂƌĚǁŝƚŚůŝŵŝƚĞĚĨƵŶĚƐ ?ĂŶĚ
so with public health more than anybody they've got into the joined up thinking.  So 
ƉƵďůŝĐŚĞĂůƚŚ ?ĂƌĞĚŽŝŶŐƌĞĂůůǇǁĞůůĂƐĨĂƌĂƐ/ ?ŵĐŽŶĐĞƌŶĞĚĂŶĚƚŚĞǇĂƌĞƐĞƚƚŝŶŐĂŶ
example so some other areas could follow the same ?. 
Capacity and responsibilities of public health teams 
We found a wide variety of inter-council sharing arrangements which were mainly between 
unitary councils. In 2014, 32% of DsPH (n=29) led public health teams providing services for 
between two and eleven authorities. While the same proportion reported sharing 
arrangements in 2015, this was a new arrangement for five authorities (two of which were 
temporary).  Interestingly, of the 73 DsPH responding in 2015, 14% (n=10) thought that there 
would be new arrangements between councils to share public health staff or responsibilities.   
PƵďůŝĐ ŚĞĂůƚŚ ƐƚĂĨĨ ǁĞƌĞ ŝŶĐƌĞĂƐŝŶŐůǇ ďĞŝŶŐ  ?ƐƚƌĞƚĐŚĞĚ ? ĂĐƌŽƐƐ Ă ŐƌĞĂƚĞƌ ŐĞŽŐƌĂƉŚŝĐĂů ĂƌĞĂ
and/or range of organisations providing challenges in learning new ways of working.  They 
ǁĞƌĞĂůƐŽŝŶĐƌĞĂƐŝŶŐůǇďĞŝŶŐ ?ƐƚƌĞƚĐŚĞĚ ?ĂĐƌŽƐƐŽƚŚĞƌƐĞƌǀŝĐĞĂƌĞĂƐ ?In the 2015 survey, 51% 
of DsPH (n=37) reported having gained responsibilities from other parts of the council (an 
increase from 36% the previous year, n=32).  Responsibilities were changing in a complex way 
however: in 2015, 11% reported relinquishing responsibilities (down from 25% in the previous 
year), and 39% reported sharing responsibilities (previously 41%).  
There were changes in the size and composition of public health teams following the transfer 
to councils, including significant reductions in the numbers of director posts, consultants and 
specialists being reported in the 2014 survey.  By 2015, our survey results suggested that 
reductions in director posts had become much rarer, but the number of public health 
consultants and specialists continued to fall in 28% of councils (n=20).  This was also observed 
in our case studies, where we saw management-type posts increase, and specialist posts 
decrease.  ^ŽŵĞƚŝŵĞƐƚŚŝƐǁĂƐĚƵĞƚŽ ?ƉƵůů ?ĨĂĐƚŽƌƐ ?where public health professionals opted 
to work at PHE or in local or national NHS bodies, sometimes for better terms and conditions. 
 
And sŽŵĞƚŝŵĞƐƚŚŝƐǁĂƐĚƵĞƚŽ ?push ?ĨĂĐƚŽƌƐ PŝŶƚĞƌǀŝĞǁĞĞƐŝŶŽƵƌĐĂƐĞƐƚƵĚŝĞƐƚĂůŬĞĚĂďŽƵƚ
having to address skill gaps in their team following the transition, for example to be able to 
carry out a previously taken-for-granted function (such as finance or procurement), or to be 
able to address the new requirements for scrutiny and accountability within the council (such 
as business and strategy planning).  By the end of our field work, funding cuts were also having 
an impact on staffing resources in our case studies, leading to staff reductions and changes in 
structures. In the 2015 survey, DsPH were asked about their expectations for continuing 
organisational change affecting their teams, and both DsPH and EMsPH were asked how 
impending funding cuts would affect public health staffing levels.  Many DsPH were expecting 
further re-structuring (46%, n=33) and changes in the size or composition of the public health 
team (45%, n=33), although fewer (14%, n=10) thought this would lead to the development 
of further arrangements between authorities to share public health staff or responsibilities.   
Embedding public health within the councils 
Our findings suggest that it took a considerable amount of time for public health teams to 
adjust to their new organisations. Whilst the initial period of culture shock observed in the 
first year had largely passed by 2015, there was a protracted process of adapting to new 
systems and ways of working. Though they were still far from settled, public health 
professionals and elected members were largely positive about the way staff had become 
embedded and integrated, how the public health staff  were viewed and how public health 
services were being utilised.  DsPH in our case studies were positive about the way that the 
teams had quickly forged and maintained good relationships within the council.  We also 
found good examples of public health staff making important contributions to changing the 
way local councils were working, and evidence that a public health perspective was being 
embedded in the work of the council, as these quotes illustrate: 
 ?tĞ ?ƌĞďƌĞĂŬŝŶŐĚŽǁŶƐŽŵĞŽĨƚŚŽƐĞďĂƌƌŝĞƌƐďǇƐƚĂƌƚŝŶŐƚŽĨĂĐŝůŝƚĂƚĞǁŽƌŬŝŶŐďĞƚǁĞĞŶ
the directorates now on things that actually you think oh did it take public health to 
get everybody together? ? (DPH) 
 ?ĞǀĞŶǁŚĞŶǁĞ ?ƌĞŶŽƚŝŶǀŽůǀĞĚŝŶƐƚƵĨĨ/ŚĞĂƌŶŽǁŽƚŚĞƌĐŽůůĞĂŐƵĞƐƐĂǇŝŶŐ ?ǁĞůů ?ǁĞ ?ƌĞ
ƚĂŬŝŶŐĂƉƵďůŝĐŚĞĂůƚŚĂƉƉƌŽĂĐŚƚŽƚŚŝƐ ?ƐŽǁĞ ?ƌĞĚŽŝŶŐƚŚĞĂŶĂůǇƐŝƐŽĨĂůůƚŚĞĚĂƚĂĨŝƌƐƚ
and try to understand ǁŚĞƌĞǁĞĂƌĞďĞĨŽƌĞǁĞĚĞĐŝĚĞǁŚĞƌĞǁĞ ?ƌĞŐŽŝŶŐƚŽŐĞƚƚŽ ? ? 
(DPH) 
 ?So quite often, you know, no matter where our leader goes, he hears all the other 
directorates talking about public health and ǁĞ ?ƌĞ ĚŽŝŶŐ ƚŚŝƐ ǁŝƚŚ ƉƵďůŝĐ ŚĞĂůƚŚor 
ǁĞ ?ƌĞĚŽŝŶŐƚŚĂƚǁŝƚŚpublic health ? ? (PH consultant) 
Survey responses from both DsPH and EMsPH supported the view that public health staff 
were valued and their advice was trusted.  The level of demand for public health advice had 
remained fairly static from 2014 to 2015; 44% (n=32) of the DsPH in 2015 reported that other 
ĚĞƉĂƌƚŵĞŶƚƐǁĞƌĞ ?ĚĞĨŝŶŝƚĞůǇ ?ĂƐŬŝŶŐĨŽƌƉƵďůŝĐŚĞĂůƚŚĂĚǀŝĐĞ  ?ĂƐŽƉƉŽƐĞĚƚŽ ?ƚŽƐŽŵĞĞǆƚĞŶƚ ? ?
 ?ŶŽƚ ƌĞĂůůǇ ? ?  ?ƚŽŽ ĞĂƌůǇ ƚŽ ƐĂǇ ? ?Žƌ  ?ĚŽŶ ?ƚ ŬŶŽǁ ? ?.  This advice and support tended to be in: 
provision of data; needs assessments; monitoring against goals or targets; inequalities 
analysis; and commissioning.  
Our survey findings also showed that other council departments were increasingly being 
required to collaborate with public health on their plans (15% n=13 in 2014, 34% n=23 in 
2015).  However, a third (33%, n=22) of councils responding to the 2015 survey reported that 
there was no requirement to collaborate, with the remainder only required to collaborate 
under certain circumstances. In our case studies we found a range of approaches to cross-
council collaboration. In one case study site, they were progressing a  ?whole council approach ? 
to public health, which aimed to utilise council skills and levers, and embed public health 
priorities within the council.  Initiatives included a tool to help the council think in a more 
public health way, a fund to enable people from across the council to submit ideas for new 
projects with a public health focus, and a transformation board to help public health embed 
across the council.  In another case stud site, the strategic aim of the public health team was 
 ?to have health in all policies ?.  In a third, we saw how the approach to health improvement 
was shifting as the public health team became integrated within the council.  The public health 
team were starting to move away from an approach that was solely about individual 
behaviour change programmes.  The DPH described how the new approach was: 
 ?ƵƐŝŶŐĞǆŝƐƚŝŶŐĐŽƵŶĐŝůƌĞƐŽƵƌĐĞƐŝŶĂǀĞƌǇĚŝĨĨĞƌĞŶƚǁĂǇ ?ƐŽŝƚ ?ůůďĞƚĂƉƉŝŶŐŵƵĐŚŵŽƌĞ
into community assets resources, bringing to the added value of all the things the 
council can bring to the table, whether it's volunteer support programme, the use of 
libraries, community facilities, neighbourhood development work, countryside 
ǀŽůƵŶƚĞĞƌƐ ? ǁŚĞƌĞ ǁĞ ƵƐĞ ŐƌĞĞŶ ƐƉĂĐĞ  ? tĞ ?ǀĞĂůƐŽ ĐƌĞĂƚĞĚ ŐƌĞĂƚĞƌ ůŝŶŬƐ ǁŝƚŚ ƚŚĞ
transport planning process and feeding in much more strongly on the public health 
agenda there, looking at some of the issues around community safety, standardising 
speed limits in certain parts of [the borough] ? . 
These approaches fit with the concept of Health in All Policies, an approach promoted by WHO 
and in the UK by Public Health England and the Local Government Association (de Leeuw and 
Peters 2014, LGA 2016a).  
The responses from our surveys showed that both DsPH and EMsPH felt confident in their 
ability to influence the council ?ƐƉƌŝorities for health (see figure 2 showing how many said this 
ǁĂƐ ?ĂůǁĂǇƐ ?ƚŚĞĐĂƐĞ) and that, following the reforms, they were more able than before to 
deliver real improvements in the health of the local population (91% n=31 of elected 
members in 2015, and for DsPH rising from 54% n=46 in 2014 to 63% n=42 in 2015).  Both 
groups felt they had greater influence on the council as a whole and beyond, such as in 
workplaces and schools.  While elected members were also positive about having greater 
influence over the work of CCGs, DsPH felt that their ability to influence CCGs was diminishing 
(37%, n=31 said they had less influence in 2014, and 48%, n=33 in 2015) 
Figure 2 here. 
Some of the ability to influence others came from the position of the DPH as a statutory 
member of local Health and Wellbeing Boards (HWBs).  These boards bring together council, 
health and other agencies to provide an overarching strategic framework within which all 
agencies should work (Coleman et al 2014).  Most DsPH responding to our surveys were aware 
of the benefit of being on the HWB, and felt it enabled them to influence decision-making 
more widely across their authority and beyond (see figure 3).  However, when asked how well 
their HWB was performing, respondents expressed concerns.  There was a drop in 2015, 
compared with the previous year, in the proportion who said the HWB was definitely being 
instrumental in identifying the main health and wellbeing priorities (down from 60%, n=49, 
to 48%, n=31 for DsPH and down from 86%, n=37 to 71%, n=24 for EMsPH).  
Figure 3 here 
In our case studies, we found little evidence that HWBs were addressing strategic public 
health issues, as they tended to focus on issues such as integration and other national policy 
priorities.  A councillor and chair of the HWB in one of our case studies said: 
 “tĞŚĂǀĞĂǀĞƌǇƐƚƌŽŶŐĨŽĐƵƐŽŶŝŶƚĞŐƌĂƚŝŽŶ ?ĞƚƚĞƌĂƌĞ&ƵŶĚ W all that side of things.  
/ ?ŵĐŽŶƐĐŝŽƵƐƐŽŵĞƚŝŵĞƐŽĨĂŶĞůĞŵĞŶƚŽĨĐƌŝƚŝĐŝƐŵ ?tĞůů/ŵĞĂŶǁŚĞŶ/ƐĂǇĐƌŝƚŝĐŝƐŵ
ŝƚ ?ƐƉƌŽďĂďůǇĂďŝƚƐƚƌŽŶŐ ?ƚŚĞƌĞ ?ƐĂůǁĂǇƐĂĐŚĂůůĞŶŐ ƚŽƐĂǇ ? ?ƌĞǇŽƵĂĐƚƵĂůůǇƚŚŝŶŬŝŶŐ
ĞŶŽƵŐŚĂďŽƵƚ ůŽŶŐ ƚĞƌŵĚĞƚĞƌŵŝŶĂŶƚƐ ĂŶĚĂůů ƚŚĞ ƐŽƌƚ ŽĨƉƵďůŝĐŚĞĂůƚŚĂŐĞŶĚĂ ?  ? ? 
(Councillor/Chair of county HWB). 
One indicator of cross-ĐŽƵŶĐŝů ?ĞŵďĞĚĚĞĚŶĞƐƐ ?ŽĨƉƵďůŝĐŚĞĂůƚŚŝƐƚŽůŽŽŬĂƚ ƚŚĞǁĂǇŝŶ which 
the public health budget is used within councils.  At the time of transfer, a public health grant 
was given to councils that was ring-fenced for three years (extended in 2015 to March 2018), 
but which was subject to budget cuts of 3.9% per annum until 2020.  In the surveys, DsPH 
were asked who authorised expenditure from the public health grant. In 2015, 66% (n=46) of 
respondents said the DsPH had sole authority (up from 58% n=49 in 2014); for the rest it was 
a shared responsibility.   
In two case studies ƉƵďůŝĐŚĞĂůƚŚŝŶǀĞƐƚŵĞŶƚƐŝŶƚŽŽƚŚĞƌƉĂƌƚƐŽĨƚŚĞĐŽƵŶĐŝů ?ƐƵĐŚĂƐĐŚŝůĚƌĞŶ ?Ɛ
centres or environmental health) helped to build relationships, and embed public health 
outcomes and ways of working in other departments.  A transport manager in one site noted 
how public health had co-funded various initiatives with them, and discussions were 
underway on pooled budgets in certain areas.  In another site, a public health lead 
commented that:  
 ?tĞ ?ǀĞŐŽŶĞƚŚƌŽƵŐŚĂƉƌŽĐĞƐƐŚĞƌĞďǇǁŚŝĐŚŽǀĞƌƚǁŽĂŶĚĂŚĂůĨŵillion pounds of 
the public health budget is now going into broad council services that are delivering on 
ƉƵďůŝĐŚĞĂůƚŚŽƵƚĐŽŵĞƐ ?ĂŶĚƚŚĂƚ ?ƐďĞĞŶĚŽŶĞǀĞƌǇĂƉƉƌĞĐŝĂƚŝǀĞůǇŚĞƌĞĂƐĂƉƌŽĐĞƐƐ ?.   
 
This situation was reflected nationally. In the 2014 survey, 88% (n=76) of DsPH and 65% (n=30) 
of EMsPH said that the public health budget was being used to invest in other council 
departments; the 2015 survey showed that this continued to be the perception.  In both 
years, a lot more DsPH than EMsPH felt that the budget was being used in this way (Figure 4). 
However, in some cases public health received additional investment. This was the case in 
both years, and in 2015, slightly more DsPH said they had received additional funds for the 
ƉƵďůŝĐŚĞĂůƚŚƚĞĂŵ ?ƐǁŽƌŬ ? ? ?A? n=18 in 2015, compared to 19% n=16 in 2014), although the 
amount of extra finance is not known. 
Figure 4 here 
A minority of DsPH (11% n=9 in 2014 and 13% n=9 ŝŶ ? ? ? ? ?ĐŽŶƐŝĚĞƌĞĚƚŚĂƚƚŚĞǇŚĂĚ ?ƋƵŝƚĞĂ
ůŽƚ ?ŽĨŝŶĨůƵĞŶĐĞŽǀĞƌŽƚŚĞƌĚĞƉĂƌƚŵĞŶƚƐ ?ĞǆƉĞŶĚŝƚƵƌĞǁŝƚŚŝŶƚŚĞŝƌcouncil.  When we tested 
for statistical association between the replies to these last two questions we found no 
association between the requirement for other departments to collaborate with the public 
ŚĞĂůƚŚƚĞĂŵĂŶĚƚŚĞĚŝƌĞĐƚŽƌ ?ƐƉĞƌĐĞƉƚŝŽŶŽĨŚĂǀŝŶŐĂůŽƚŽĨŝŶĨůƵĞŶĐĞŽǀĞƌƚŚĞŝƌĞǆƉĞŶĚŝƚƵƌĞ ?
Within individual councils, replies varied over time ƚŽƚŚĞƋƵĞƐƚŝŽŶĂďŽƵƚƚŚĞW, ?ƐƉĞƌĐĞŝǀĞĚ
influencĞ ŽǀĞƌ ŽƚŚĞƌ ĚĞƉĂƌƚŵĞŶƚƐ ? ĞǆƉĞŶĚŝƚƵƌĞ, with nearly a half (48%, n=25) giving a 
different answer in 2015 compared to 2014, despite the fact that the overall figures suggested 
there had been little change. 
Discussion 
The large-scale re-structuring of public health functions and staff following the Health and 
Social Care Act 2012 led to uncertainty about (and research into) how the move from the NHS 
to local government would work (e.g. Willmott et al 2015, 2016).  For those working to 
improve health, there were clear potential benefits in being alongside local council 
departments with responsibility for health-related fields such as transport, leisure, local 
planning, licensing, education and social care. However, the reforms also brought huge 
physical, organisational and cultural transitions for public health teams, which threatened to 
distance them from former NHS colleagues and required new relationships to be built within 
their local council (Riches et al 2015).   
Whilst a considerable amount of organisational and structural upheaval was anticipated 
during the transition period, it was also expected that opportunities would be afforded for re-
organisation of public health teams and to embed public health both organisationally and 
functionally within their new local council setting.  Some councils made changes in advance 
of the formal transition date, which helped public health leaders to build up experience in 
their new surroundings, and allowed a more gradual pace of change.  Others set up sharing 
arrangements across several councils in order to make more efficient use of staff, and 
maximise access to public health expertise.   
Our research found that in many councils, the initial changes were followed by more re-
organisation and re-structuring as a result of continuing resource and organisational 
pressures on local councils. Public health leaders were fully expecting this process to 
continue.  The period of relative calm that might have been expected following transition 
never occurred. Detrimental effects of continuing change could be seen in the lack of 
continuity of experienced public health leadership and the loss of staff with specialist public 
health knowledge.  Overall, these findings on organisational and structural change across the 
system as a whole is confirmed in other research (Association of Directors of Public Health 
2015, Stopforth 2014).  However, they also illuminate for the first time the much higher levels 
of change being experienced within individual councils that get masked by the headline 
figures. 
Phillips and Green (2015) argued that the context of decision-making in local government is 
set within a distinctly different organisational cultural context to the NHS: 
 “ ?ůŽĐĂůĂƵƚŚŽƌŝƚǇŽĨĨŝĐĞƌƐĞŵƉŚĂƐŝƐĞtheir accountability to a number of stakeholders: 
their local population, new public management and elected councillors. They must 
arbitrate between the needs of different publics and integrate their needs with the 
financial and legislative constraints from higher tiers of government. At different times 
the same course of action may be more or less palatable depending on the particular 
ĐŽŶƐƚĞůůĂƚŝŽŶŽĨůŽĐĂůĂŶĚŶĂƚŝŽŶĂůƉŽůŝĐŝĞƐ ?ƉƵďůŝĐŽƉŝŶŝŽŶĂŶĚĨƵŶĚŝŶŐ ? ? ?p501). 
It was not surprising, therefore, that public health teams struggled to acclimatise to new 
organisational structures, cultures and practices.  Even where public health teams previously 
ŚĂĚũŽŝŶƚĂƉƉŽŝŶƚŵĞŶƚƐǁŝƚŚůŽĐĂůĐŽƵŶĐŝůƐ ?ƚŚĞƌĞǁĂƐƐƚŝůůƐŽŵĞƚŚŝŶŐŽĨĂ ?ĐƵůƚƵƌĞƐŚŽĐŬ ?ĨŽƌ
individuals working in their new environment (Peckham et al 2015).  It has taken a long time 
for public health staff to become familiar and at ease with the different ways of working 
required within councils.  However, our findings suggest that public health teams successfully 
prioritised the building of good relationships in the early phase of transition, and 
consequently were becoming embedded in their new environment.  This was an impressive 
result, given the continuing level of organisational churn and the effort required to work 
across local council departments.  Over time, public health teams continued to make progress 
in their level of integration as the skills they offered were increasingly valued and trusted.  
Our findings indicate that there were high levels of enthusiasm and commitment to making 
the reforms work, and increasing positivity about the impact of public health within local 
government  W despite the challenging environment. This positivity has also been reflected in 
a series of case studies reported in other recent studies (LGA 2016b, Royal Society for Public 
Health 2015).   
The increased positivity is perhaps more surprising when considering the mixed views and 
experiences related to the organisational position of the DPH, their varied experiences 
influencing local council decision-making, and the variety of reporting and accountability 
structures.  It seemed on one hand as though public health leaders had lost some power and 
autonomy.  However, there had at the same time been gains in terms of responsibilities, 
additional funds, and increased collaboration with other council departments.  These findings 
resonate with the findings of other studies (Association of Directors of Public Health 2015, 
LGA 2016b, Willmott et al 2016).  However, we also found variability over time in how much 
public health leaders felt they could influence expenditure of other departments, and some 
differences of opinion between DsPH and EMsPH on who controlled the public health budget.  
In the spirit of change, with regards to public health becoming a whole council responsibility, 
over time, more DsPH recognised that they had a shared responsibility for spending the public 
health budget. 
Although constant organisational change had led to poor continuity of individual public health 
leaders on the most senior corporate team, DsPH felt that over time they were gaining in their 
ability to influence their ĐŽƵŶĐŝů ?Ɛpriorities for health.  Public health leaders felt that the 
reforms had allowed for a more direct and integrated approach to improving health locally, 
as they enabled public health teams to work alongside those with responsibility for the wider 
determinants of health.  It has been suggested elsewhere that this new alliance has the 
potential to ease pressure on the NHS if it can deliver better place-based health and disease 
prevention interventions (New Local Government Network 2016).  However, continuing 
budgetary constraint has been increasingly highlighted as a risk to local health and social care 
economies (Buck, 2015, CQC 2016, Cooper 2015, Iacobucci 2014, Iacobucci et al 2015, 
Williams, 2015).  There have also been more general concerns voiced about the lack of 
development of the public health workforce and their capacity to deliver the new agenda 
(Faculty of Public Health 2016). 
By autumn 2015, it was clear that more re-organisation and change were inevitable.  Further 
re-structuring and down-sizing plans were in place or foreseen in many councils.  Public health 
leaders were expecting widespread cuts in response to reductions in local council budgets, 
and when the ring-fencing was removed from the public health budget.  The necessary cuts 
would not only fall on staff but also on both mandatory and non-mandatory services.  These 
findings entirely agree with other research describing the sequence of cuts that start with 
staff and move on to services (Hastings 2015) and feed into the debate on whether local 
councils faced with austerity merely cope or display the kind of resilience that enables them 
to make fundamental change (Shaw 2012).  
The findings of this study clearly demonstrate that while the move of public health 
responsibilities was seen as a natural shift (Baum 2008, Marmot 2010, Campbell 2012) the 
experience has, for many public health teams and local councils, been an enormous challenge.  
Adapting to new organisational and governance arrangements has impacted on both the 
structure and role of public health teams in a number of profound ways. Some of the specific 
concerns identified before the reforms were clearly unfounded, but our research shows that 
there have been unexpected consequences, such as pressures to change team structures in 
order to better reflect local council business models. There have been a number of key 
positive impacts, with many public health teams welcoming councillor involvement and 
engagement with other local council departments, even if this has increased the complexity 
of decision-making compared to when they were in the NHS. Therefore, whilst some of the 
opportunities identified have been realised, many remain highly dependent on a range of 
locally contextual factors, and most are simultaneously threatened by continuing resource 
constraints and organisational turbulence.  What role public health will be able to play in the 
development of the new Strategic Transformation Plans (STPs) and their implementation will 
depend crucially on the extent to which wider partnerships  W such as through HWBs  W can 
influence local strategic objectives. In the process of development there has clearly been a 
shift from STPs as an opportunity to address prevention and public health needs, to more of 
a focus  “ ?on how STPs can bring the NHS into financial balance (quickly). ? ?ůĚĞƌǁŝĐŬĞƚĂů
2016:4).  
Overall our research suggests that the development of the new public health system in 
England is still in progress with the internal organisation of public health in local councils very 
much in a continuing state of flux. The additional organisational upheaval that has been a 
feature of local government has had a significant impact on the way the organisation of the 
new public health function is developing.  A key message emerging from our research is that 
the reform and associated policies paid insufficient attention to the nature and quality of 
relationships across the various organisations and individuals that constitute the new public 
health system in England.  Consequently, whilst some of the challenges identified during the 
passage of the Health and Social Care Bill have been averted, the future development of a 
locally organised public health system still remains uncertain.  
  
References 
 
Alderwick H, Ham C and Buck D  (2015) Population health systems: going beyond integrated 
care 
 
Association of Directors of Public Health (2015)  English PH system 2015 survey  W summary 
results. ADPH survey Feb 2015 Available at:  
http://www.adph.org.uk/wp-content/uploads/2015/06/ADPH-survey-summary-report-
2015.pdf (accessed 8 March 2016)  
 
Association of Directors of Public Health (2016) Impact of funding reductions on Public Health 
 W ADH survey results. Available at: http://www.adph.org.uk/wp-
content/uploads/2016/02/ADPH_Impact-of-cuts-survey-results1.pdf (accessed 8 March 
2016) 
 
Baum, F. (2008) The New Public Health. Melbourne: Oxford University Press. 
 
Berridge, V., (2000) History in public health: who needs it?. The Lancet, 356(9245), pp.1923-
1925. 
 
Buck, D.  ?ƵƚƚŝŶŐƚŚĞƉƵďůŝĐŚĞĂůƚŚďƵĚŐĞƚǁŝůůĐŽƐƚƚŚĞE, ^? 10 June, 2015, Local Government 
Chronicle [on-line]. [Accessed: 23/07/15]. Available from: 
http://www.lgcplus.com/opinion/health/cutting-the-public-health-budget-will-cost-the-
nhs/5086728.article 
 
Campbell, F., 2001, Health and the New Political Structures in Local Government (London: 
LGIU).  
 
Cooper, K.  ?DŝŶŝƐƚĞƌƐŵƵƐƚĐŽŶƐŝĚĞƌƚŚĞŬŶŽĐŬ-ŽŶĞĨĨĞĐƚƐŽĨƚŚĞŝƌƉŽůŝĐŝĞƐ ?10 June, 2015.  
Local Government Chronicle [on-line]. Accessed: 23/07/15. Available from: 
http://www.lgcplus.com/opinion/ministers-must-consider-the-knock-on-effects-of-their-
policies/5086722.article?blocktitle=We-say...&contentID=2251 
 
Davies A, Keeble E, Bhatia T, Fisher E (2016) Public Health and prevention: has the quality of 
services changed over recent years? The Health Foundation / Nuffield Trust London April 
2016. 
 
Department of Health (2011)  Local goǀĞƌŶŵĞŶƚ ?ƐŶĞǁƉƵďůŝĐŚĞĂůƚŚĨƵŶĐƚŝŽŶƐ ?
Department of Health. (DH) (2012a) New focus for public health - the health and social care 
act 2012. factsheet B4. 
Department of Health (DH) (2012b) The Health and Social Care Act 2012  W An Overview.  
Factsheet A1, updated 30th April 2012, accessible from 
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/138257/A
1.-Factsheet-Overview-240412.pdf 
 
Durose, C., (2009) Front-line workers and  ?local knowledge ?: neighbourhood stories in 
contemporary UK local governance. Public Administration, 87 (1), 35 W49. 
 
Gadsby E, Peckham S, Coleman A, Segar J, Perkins N, Jenkins L, Bramwell D (2014) 
 PHOENIX: Public Health and Obesity in England  W the New Infrastructure eXamined First 
interim report: the scoping review. London: PRUComm.  
http://www.kent.ac.uk/chss/docs/1st_interim_report_scoping_study.pdf  (accessed 12 
August 2016) 
 
Gains, F. (2004) The local bureaucrat: a block to reform or a key to unlocking change? In 
Stoker, G. and Wilson, D. (eds) British Local Government into the 21st Century. Basingstoke. 
Palgrave Macmillan. 
 
Griffiths S, Jewell T, Donnelly P (2005) Public health in practice: the three domains of public 
health. Public Health 119(10):907-913 
 
,ĂƐƚŝŶŐƐ ? ? ?ĂŝůĞǇ ?E ? ?'ĂŶŶŽŶ ?D ? ?ĞƐĞŵĞƌ ?< ? ?ƌĂŵůĞǇ ?' ? ? ? ? ? ? ? “Coping with the Cuts? 
The Management of the Worst Financial Settlement in Living Memory. Local Government 
Studies Vol. 41, No. 4, 601-621.  
 
House of Commons Local Government and Communities Committee (2014)  
 
,ƵŶƚĞƌ ? ?: ? ? ? ? ? ? ? ?/ŶƚƌŽĚƵĐƚŝŽŶĂŶĚďĂĐŬŐƌŽƵŶĚ ? ?ŝŶ ?: ?,ƵŶƚĞƌ ?ĞĚ ?WĞƌƐƉĞĐƚŝǀĞƐŽŶũŽŝŶƚ
director of public health appointments, London: Improvement and Development Agency. 
 
Hunter, D.J., Marks, L. and Smith, K.E. (2010) The Public Health System in England. Bristol: 
Policy Press. 
 
Iacobucci G (2014) Raiding the public health budget. BMJ 348: g2274. doi: 
10.1136/bmj.g2274 
Iacobucci G, Coombes R and Godlee F (2015) A letter to the next secretary of state for 
health. BMJ, 350, p.h2296. 
 
Jenkins, L., Bramwell, D., Coleman, A., Gadsby, E., Ogilvie, J., Peckham, S., Perkins, N., Segar, 
J., and Rutter, H (2015a). First survey report: findings from a survey of directors of public health 
and elected members. London PRUComm. Available at: 
https://blogs.lshtm.ac.uk/prucomm/files/2015/10/PHOENIX-2014-survey-report-
9jul2015.pdf (accessed 14 June 2016) 
 
Jenkins L, Bramwell D, Coleman A, Gadsby E, Peckham S, Perkins N, Segar J.(2015b)  
Integration, influence and change in public health: findings from a survey of Directors of Public 
Health in England. J Public Health first published online October 20, 2015 
doi:10.1093/pubmed/fdv139 
 
Jenkins, L., Bramwell, D., Coleman, A., Gadsby, E., Ogilvie, J., Peckham, S., Perkins, N., Segar, 
J. (2016). Findings from surveys of directors of public health and elected members in English 
local authorities 2014 and 2015  W second survey report.  London PRUComm Available at: 
http://blogs.lshtm.ac.uk/prucomm/files/2016/07/2015-PHOENIX-survey-report-final.pdf  
(accessed 12 August 2016) 
 
Lambert, M.F. and Sowden, S., (2016) Revisiting the risks associated with health and 
healthcare reform in England: perspective of Faculty of Public Health members. Journal of 
Public Health, p.fdv195. 
 
Local Government Association (LGA) (2016a) Health in All Policies a manual for local 
government London: LGA. 
 
Local Government Association(LGA)  (2016b) Public health transformation three years on: 
extending influence to promote health and wellbeing. LGA: London January 2016. Available 
at: http://www.local.gov.uk/documents/10180/7632544/L16-
2+Public+health+transformation+three+years+on/28ba2042-51e8-4f6f-86f8-e81d451bdfb2 
 (accessed 12 August 2016) 
 
 
ĚĞ>ĞĞƵǁ ? ?ĂŶĚWĞƚĞƌƐ ? ? ? ? ? ? ? ? ? ?EŝŶĞƋƵĞƐƚŝŽŶƐƚŽŐƵŝĚĞĚĞǀĞůŽƉŵĞŶƚĂŶĚ
ŝŵƉůĞŵĞŶƚĂƚŝŽŶŽĨ,ĞĂůƚŚŝŶůůWŽůŝĐŝĞƐ ?ŝŶHealth Promotion International, published 
June 10 2014: http://heapro.oxfordjournals.org/content/early/2014/06/10/heapro.dau034. 
full.pdf+html 
 
Marks L, Cave S, Hunter D, Mason J, Peckham S, Wallace A. (2011) Governance for health and 
wellbeing in the English NHS. Journal of health services research & policy  16(suppl 1):14-21. 
 
Marks L, Cave S, Hunter DJ. (2010) Public health governance: Views of key stakeholders 
Public Health. 124(1):55-9. 
 
Marmot, M. (2010) The Marmot Review: Fair Society, Healthy Lives  W Strategic Review of 
Health Inequalities in England post-2010. London: University College London. 
 
New Local Government Network (2016)  Get well soon: reimagining place-based health.  
Commission Report, NLGN / collaborate Mar 2016. 
 
Peckham S, Gadsby E, Coleman A, Jenkins L, Perkins N, Rutter H, Segar J, Bramwell D (2015)  
PHOENIX: Public Health and Obesity in England  W the New Infrastructure Examined: second 
interim report.  London: PRUComm.  Available at: 
http://blogs.lshtm.ac.uk/prucomm/2015/10/05/phoenix-public-health-and-obesity-in-
england-the-new-infrastructure-examined/  (accessed 1 June 2016) 
 
Peckham S, Gadsby E, Coleman A, Jenkins L, Perkins N, Bramwell D, Ogilvie J, Rutter H, Segar 
J. (2016)  PHOENIX: Public Health and Obesity in England  W the New Infrastructure Examined: 
final report.  London: PRUComm.  Available at: 
http://blogs.lshtm.ac.uk/prucomm/files/2016/07/PHOENIX-report-final.pdf  (accessed 12 
August 2016) 
 
Phillips, G. and Green, J., (2015) Working for the public health: politics, localism and 
epistemologies of practice. Sociology of health & illness, 37(4), pp.491-505. 
 
Public Health England (2014) What stakeholders think of PHE - summary of findings. IPSOS 
Mori, Dec 2014. Available at: 
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/402702/P
HE_Stakeholder_Survey__14-15_Summary_of_results.pdf (accessed 8 March 2016) 
 
Rhodes, R.A.W., (1997) Understanding governance: policy networks, governance, reflexivity 
and accountability. Buckingham: Open University Press. 
 
Riches N, Coleman A, Gadsby E and Peckham S  (2015) The Role of Local Authorities in Health 
Issues: A Policy Document Analysis. PRUComm. http://www.kent.ac.uk/chss/docs/CLG-
report.pdf (accessed 27/3/15) 
 
Royal Society for Public Health (2015) Public health in local authorities - year 2.  Available at: 
http://www.rsph.org.uk/filemanager/root/site_assets/our_work/reports_and_publications/
publichealth_03.02.15.ind.2_.pdf (accessed 8 March 2016) 
 
Secretary of State for Health (2012) Health and Social Care Act 2012. London TSO. 
 
Shaw, K. (2012)  “The Rise of the Resilient Local Authority? ?Local Government Studies 38 (3): 
281 W300. doi:10.1080/03003930.2011.642869. 
 
Skelcher, C., (2000) Changing images of the state: overloaded, hollowed-out, congested. 
Public Policy and Administration, 15 (3), 3 W19. 
 
Stopforth S (2014) Healthy Dialogues round table write-up. New Local Government Network: 
London. Available at: http://www.nlgn.org.uk/public/wp-content/uploads/150115-Healthy-
Dialogues_Roundtable-Write-Up1.pdf (accessed 8 March 2016 
 
Sullivan, H., (2007) Interpreting  ?community leadership ?in English local government. Policy 
& Politics, 35 (1), 141 W161. 
 
Williams D (2015)    Osborne announces £200m cut to public health budgets  Local 
Government Chronicle 5th June 2015  http://www.lgcplus.com/news/health/social-
care/osborne-announces-200m-cut-to-public-health-
budgets/www.lgcplus.com/services/health-and-care/osborne-announces-200m-cut-to-
public-health-budgets/5086583.article 
 
Willmott M, Womack J, Hollingsworth W, Campbell R (2015) Making the case for investment 
in public health: experiences of Directors of Public Health in English local government.  J 
Public Health (2015) doi: 10.1093/pubmed/fdv035 
 Willmott, M., Womack, J., Hollingworth, W. and Campbell, R., (2016) Making the case for 
investment in public health: experiences of Directors of Public Health in English local 
government. Journal of Public Health, 38(2), pp.237-242. 
 
  
Table 1: Case study sites  
Site Description Number of 
interviews 
A Large county council (Conservative), including sample of 2 
different sized district councils and adjacent unitary council 
23 
B Cluster of three urban unitary councils (two Conservative, 1 
Labour) with shared DPH 
13 
C Urban metropolitan unitary council (Labour)  23 
D County council (Conservative), including sample of 2 different 
sized district councils, adjacent county council and unitary city 
council 
22 
E Urban metropolitan unitary council (Labour), working with 
network of other urban unitary authorities 
22 
 
 
  
Figure 1: How is your public health team arranged in this local authority? (2015 DPH survey 
N=73, 2014 DPH survey N=90)  
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Figure 3. Views on the benefits of being on the Health & Wellbeing Board (% agreeing) 
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Figure 4. Percentage saying that the ring-fenced public health budget has been used to 
invest in other local authority departments? 
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